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Notice to Readers 


New York City Department of Health 
Response to Terrorist Attack, September 11, 2001 


In response to two jet aircraft crashing into and causing the collapse of the 110- 
storied World Trade Center (WTC) towers and the subsequent destruction of nearby 
portions of lower Manhattan, the New York City Department of Health (NYCDOH) imme- 
diately activated its emergency response protocol, including the mobilization of an Emer- 
gency Operations Center. Surveillance, clinical, environmental, sheltering, laboratory, 
management information systems, and operations were among the preestablished 
emergency committees. Because of its proximity to the WTC site, an emergency clinic 
was established at NYCDOH for triage and treatment of injured persons. NYCDOH 
focused its initial efforts on assessing the public health and medical impact of the attack 
and the resources needed to respond to it such as the care and management of large 
numbers of persons injured or killed by the crash; subsequent fire and building collapse; 
the health and safety of rescue workers; the environmental health risks (e.g., asbestos, 
smoke, dust, or chemical inhalation); other illnesses related to the disruption of the physi- 
cal infrastructure (e.g., waterborne and foodborne diseases); and mental health con- 
cerns. Despite the evacuation and relocation of NYCDOH’s headquarters, the depart- 
ment continued essential public health services, including death registration. 

Arapid assessment conducted by NYCDOH during the first 24 hours after the incident 
indicated that most emergency department (ED) visits were for minor injuries; approxi 
mately 10%-15% of ED patients were admitted and few deaths occurred. Hospital bed 
and staff capacity was adequate 

Following the incident, NYCDOH prioritized four surveillance activities: 1) in collabo- 
ration with the Greater New York Hospital Association, an ongoing assessment of hospi- 
tal staffing and equipment needs, and cumulative numbers of incident-related ED visits 
and hospital admissions; 2) an epidemiologic assessment of the types of injuries seen 
during the first 48 hours after the attack at one tertiary referral hospital and the four EDs 
closest to the crash site where the largest number of incident-related cases presented; 3) 
prospective surveillance of illnesses and injuries among rescue workers evaluated at the 
four hospitals and Disaster Medical Assistance Team triage units located at the crash 
site; and 4) active surveillance in EDs for specified clinical syndromes to identify unusual 
disease manifestations or clusters associated with these incidents, including those syn- 
dromes that could result from the release of a biologic agent. To assist NYCDOH with 
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Update: Influenza Activity — United States and Worldwide, 
May-September 2001 


P ease - 
A (H3N2), and B viruses w 


V were 
za A(H1N1) and B viruses circulate 


a widely 
nfrequently and were not associated with 

ber 2000—May 2001. Since May 2001 
d B viruses have pr yminat n Asia and Oceania; inf 
viruses have predominated in Africa and South America. This report sum 
1) and worldwide during May-Septem 
and B viruses continued to circulate worldwide and 
were associated with mild to moderate levels of activity. This activity underscores the 
Veed to follow the recommendations of the 2 


tices (ACIP) (2,3) for the timely vaccination of persons at high risk for influenza-related 
complications 


ar uenzaA 
nza activity in the United States* 
A 


»a H1N1 A(H3N2 
dvisory Committee on Immunization Prac 


iv omponents 


ance system have been described 





Vol. 50 / No. 38 


nfluenza Activity Continued 


a 


United States 


Influenza B viruses were reported more frequently than influenza A viruses during 
May 2001. Unsubtyped influenza A viruses were reported from Alaska and Missouri 
during June; influenza A (H1N1) viruses were reported from one case in Michigan and 
one case in Texas in June and July, respectively. In Hawaii, an influenza A (H3N2) virus 
was isolated from one case during June and two A (H1N1) viruses were isolated in July 
and August. Influenza B viruses were isolated in Hawaii each month during May-July 


Worldwide 


During May-—September 25, influenza A (H1N1) and B viruses circulated in Asia and 
Iceania; influenza A (H3N2) viruses were identified less frequently than influenza A 
H1N1) and B viruses and were not associated with widespread activity. In Africa, influ 
enza A (H3N2) viruses were reported from Senegal and South Africa, and influenza B 
viruses were reported from Mauritius and South Africa. In South America, influenza A 
H3N2) and B viruses circulated widely, and influenza A (H1N1) viruses have been iden 
tified less frequently. Influenza A (H3N2) viruses predominated in Argentina and Chile; in 
Brazil and Paraguay, influenza type B viruses were reported more frequently than influ 
enza type A viruses. Both influenza A (H3N2) and B viruses also were reported from 

Uruguay. In Canada, influenza A and B viruses were identified during May—August 


Isolate Analysis 


The WHO Collaborating Center for Surveillance, Epidemiology, and Control of Influ 
enza at CDC analyzes isolates from laboratories worldwide. This report describes the 
antigenic characteristics of influenza isolates collected during May-September 25, 
ncluding isolates from the Northern Hemisphere and Southern Hemisphere. Of the 25 
nfluenza A (H1N1) isolates antigenically characterized, 24 (96%) were similar to A/New 
Caledonia/20/99, the H1N1 component of the 2001-02 influenza vaccine, and one (4° 
showed reduced titers with A/New Caledonia/20/99 antisera. Of the 25 influenza A (H1N1) 
isolates, six were from Asia, 10 were from Oceania, eight were from South America, and 
one was from the United States. Of the 67 influenza A (H3N2) viruses antigenically 
characterized, 61 (91%) were similar to A/Panama/2007/99, the H3N2 component of the 
2001-02 influenza vaccine, and six (9%) showed reduced titers with A/Panama/2007/99 
antisera. Of the 67 influenza A (H3N2) viruses, 17 were from Asia, two were from Oceania, 
47 were from South America, and one was from the United States 

Circulating influenza B viruses can be divided into two antigenic and genetic groups 
represented by B/Yamagata/16/88 and B/Victoria/2/87 reference strains (Table 1) 
B/Victoria/2/87 group viruses circulated widely before 1991; however, during 1991-2000, 
these viruses were identified only in Asia (China, Hong Kong/China, Japan, Singapore 
Taiwan, and Thailand). Since 1990, B/Yamagata/16/88 group viruses have circulated 
worldwide. The recommended influenza B vaccine strain, B/Sichuan/379/99, belongs to 
the B/Yamagata/16/88 group. Most of the viruses in the B/Victoria/2/87 group are repre 
sented by the reference strain B/Hong Kong/22/2001. Of the 54 antigenically character 
ized influenza B viruses collected worldwide during May-September 25, 37 (69%) belong 
to the B/Yamagata/16/88 group, and 17 (31%) belong to the B/Victoria/2/87 group. Of 37 
B/Yamagata/16/88 group viruses, 35 (95%) were similar to recommended vaccine strain 
B/Sichuan/379/99, and two (5%) showed reduced titers with B/Sichuan/379/99 antisera. 
These B/Sichuan/379/99-like viruses were from the United States (Hawaii and 
Massachusetts), Asia (China, Hong Kong/China, Japan, and Thailand), South America 
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TABLE 1. Hemagglutination-inhibition titers of influenza B viruses* — United 
States and worldwide, May-September 25, 2001 
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4 Health 


Editorial Note: Influenza A(H1N1), A(H3N2), and B viruses circulated during the winter 
the Southern Hemisphere (May-—mid-September) and summer (May—mid-September) 
the Northern Hemisphere. The identification of influenza cases and sporadic influenza 

yutbreaks during summer and fall are not unusual. From June through mid-September 

few influenza isolates were identified in Alaska, Canada, and the continental United 

States. Most of the viruses identified were influenza type A; two influenza A viruses 

were subtyped (H1N1). The most frequently isolated influenza viruses in Hawaii were 

nfluenza B viruses and both of the antigenic groups have been identified. Most of the 
viruses isolated worldwide since May are well matched to the current vaccine strains 
For the 2001-02 season in the Northern Hemisphere, the type(s) and subtype(s) of 
influenza virus that will circulate and the onset, peak, and severity of disease activity 
cannot be predicted. The optimal time for persons at increased risk for influenza-related 
complications to receive annual! influenza vaccination is October and November; vacci 
nation of other persons should continue through December and later as long as vaccine 
is available (2,3). The three influenza vaccine manufacturers distributing in the United 
States are expected to produce and distribute approximately 79 million doses combined. 
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Distribution of 44.6 million doses (56% of projected season totals) may be delayed until 
the end of October; the remaining 35 million doses are expected to be distributed in 
November and December 


During July 2001, ACIP issued recommendations to address an anticipated delay in 


influenza vaccine availability (3). The primary recommendations for health-care provid 
ers were 1) to target vaccine available in September and October to persons at 
increased risk for influenza complications and to health-care workers, 2) beginning in 
November, also to offer vaccine to contacts of high-risk persons, healthy persons aged 
50-64 years, and others who want to reduce their risk for influenza, and 3) to continue 
vaccinating patients, especially those at high risk and in other target groups, in Decem 
ber and throughout the influenza season as long as vaccine is available. Recommenda 
tions for influenza vaccine manufacturers and distributors were 1) to delay until Novem- 
ber distribution of vaccine to worksites, where campaigns primarily vaccinate healthy 
persons, and 2) to process orders so that all providers who have ordered vaccine receive 
some early season vaccine. Previously, ACIP extended the recommended optimal time 
for vaccination from October through the end of November (2) 
Each February, the World Health Organization (WHO) recommends influenza virus 
strains for inclusion in the following season's Northern Hemisphere influenza vaccine 
4). The regulatory authorities in each country then determine the actual viruses to be 
used for vaccine production. In the United States, the Food and Drug Administration's 
Vaccines and Related Biological Products Advisory Committee is responsible for the 
selection of vaccine strains to be used by U.S. vaccine manufacturers. The regulatory 
authorities in a country frequently will substitute an antigenically equivalent virus for one 
or more of the WHO recommended viruses because of better growth or processing 
properties. For the 2001-02 influenza season, WHO recommended A/New Caledonia/20 
99-like (H1N1), A/Moscow/10/99-like (H3N2), and B/Sichuan/379/99-like viruses for inclu 
sion in the Northern Hemisphere influenza vaccine (4 ). Influenza vaccines sold in North 
America will use A/New Caledonia/20/99 for the H1N1 component and the antigenically 
equivalent stains of A/Panama/2007/99 (H3N2) for the A/Moscow/10/99-like strain and 
B/Johannesburg/5/99, B/Victoria/504/2000, or B/Guangdong/120/2000 for the B/Sichuan 
379/99-like strain 
Updated information about vaccine availability is available at <http:/Awww.cdc.gov 

nip/flu/>. This site also has patient education materials, suggestions on establishing a 
patient reminder/recall system, and other information that may assist providers in dis 
tributing influenza vaccine. Formal surveillance for influenza in the United States and 
reporting by CDC is conducted during October—May. This information is updated weekly 
and is available through CDC’s voice information system, telephone (888) 232-3228, the 
fax information system, telephone (888) 232-3299, by requesting document number 
361100, or at <http://www.cdc.gov/ncidod/diseases/flu/weekly.htm>. 
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Progress Toward Poliomyelitis Eradication — 
Angola, Democratic Republic of Congo, Ethiopia, and Nigeria, 
January 2000—July 2001 


In 1988, the World Health Assembly, governing body of the World Health Organiza 
tion (WHO), resolved to eradicate poliomyelitis globally by 2000 (7). In the African 
Region (AFR), WHO member countries began to implement polio eradication strategies 
in 1995. Although rapid progress has occurred in much of eastern and southern Africa, 
wild poliovirus transmission continues to occur in four priority countries: Angola, Demo- 
cratic Republic of Congo (DR Congo), Ethiopia, and Nigeria (2). This report summarizes 
progress toward polio eradication in Angola, DR Congo, Ethiopia, and Nigeria during 
January 2000—July 2001, and indicates that 11 of 12 cases of wild poliovirus in AFR were 
identified in these priority countries during January-July 2001 (Figure 1) 


FIGURE 1. Location of wild poliovirus cases, by type — African Region (AFR), World 
Health Organization, January-July 2001 
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Poliomyelitis Eradication — Continued 
Routine Vaccination 


The four priority countries have reported low rates of routine coverage with three 
doses of oral polio vaccine (OPV3). In 2000, reported OPV3 coverage among infants was 
42% in DR Congo, 42% in Ethiopia, 38% in Nigeria, and 33% in Angola. 


Supplemental OPV Vaccination Activities 


Supplemental OPV vaccination activities were conducted in all four priority countries 
in 2000 and 2001. In Angola, three rounds of national immunization days (NIDs)* were 
conducted in June, July, and August 2000 with an additional subnational immunization 
day (SNID)' conducted just before and after NIDs in accessible areas. Access to rebel- 
controlled areas could not be secured, and approximately 100,000 children aged <5 
years did not receive OPV. In DR Congo, three rounds of NIDs were conducted in July, 
August, and September 2000. A house-to-house strategy was implemented for the first 
time in one third of the country, excluding some rebel-controlled areas. Similar to Angola, 
monitoring of NIDs in DR Congo indicated that 3%-10% of houses were not visited, 
suggesting that children were not reached even in accessible areas. Ethiopia conducted 
two rounds of SNIDs in March and April 2000 and two rounds of NIDs in November and 
December 2000. Nigeria conducted four rounds of NIDs in May and June and October 
and November 2000. During October-November 2000, NiDs in Nigeria were synchro 
nized with those of 15 other countries in west and central Africa with substantial cross- 
border vaccination activities, high political commitment, and community mobilization 
(3). NIDs and SNIDs in the four priority countries reported >90% vaccination coverage 
by round in accessible areas, reaching approximately 73 million children aged <5 years 
with OPV 

In 2001, SNIDs were conducted in Angola and Ethiopia during February—April 2001, 
using the house-to-house strategy. Three rounds of NIDs were conducted in Nigeria in 
January, May, and June 2001. The first two rounds of the central African synchronized 
NIDs were completed in Angola, Gabon, Congo (Brazzaville), and DR Congo during July- 
August 2001. Preliminary results indicate that approximately 16 million children were 
vaccinated during synchronized NIDs, including 11,898,767 in DR Congo. 


Acute Flaccid Paralysis (AFP) Surveillance 


The goal of AFP surveillance is to detect circulating polioviruses and provide data for 
developing appropriate supplementary vaccination strategies. AFP surveillance is evalu- 
ated by two key indicators: sensitivity of reporting (target: nonpolio AFP rate of >1 case 
per 100,000 children aged <15 years) and completeness of specimen collection (target: 
two adequate stool specimens’ from >80% of all persons with AFP). 

From January 2000 through July 2001, the annualized nonpolio AFP rate increased 
from 0.7 to 3.8 in Nigeria (Table 1). In DR Congo, the annualized nonpolio AFP rate 
increased from 2.3 in 2000 to 9.0 in 2001 but remained relatively stable in Angola (1.2 in 
2001) and Ethiopia (0.6 in 2001). The percentage of adequate stool specimens collected 
from persons with AFP increased substantially for DR Congo and Nigeria, increased for 


*Mass campaigns over a period of days to weeks, in which two doses of OPV are administered 
to all children (usually aged <5 years), regardless of previous vaccination history, with an 
interval of 4-6 weeks between doses 

‘Same procedure as NIDS but in a smaller area. 

* Two stool specimens collected at least 24 hours apart within 14 days from onset of paralysis 
and shipped adequately to the laboratory. 
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TABLE 1. Number of reported cases of acute flaccid paralysis (AFP), 


nonpoliomyelitis AFP rates, and confirmed polio cases in priority countries — 
African Region, World Health Organization, January 2000-—July 2001 
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Poliomyelitis Eradication Continued 


Editorial Note: During January-July 2001, only three of 46 countries in AFR (Nigeria, 
Ethiopia, and Mauritania) reported wild poliovirus isolates; however, Angola and DR 
Congo contain inaccessible areas because of civil conflict. The incidence of wild poliovirus 
decreased throughout the region from 61 cases reported in AFR as of August 28, 2000, 
to 12 cases as of August 28, 2001 (WHO, unpublished data, 2001). These achievements 
resulted from improvements in surveillance and supplemental immunization activities 
(SIAs) during the preceding 18 months. 

Interrupting the remaining chains of wild poliovirus transmission through high-quality 
SIAs is critical for AFR priority countries during 2001-2002. In Angola, improving SIAs in 
accessible areas and strengthening the AFP surveillance system will enable identifica 
tion of areas with poliovirus circulation. The quality and geographic extent of SIAs in 
Angola need to be improved, especially mapping, marking of houses, record keeping, 
supervising, using of independent monitors, and social mobilizing. Access to children 
residing in rebel-controlled areas remains a challenge. In DR Congo, the high AFP rate in 
2001 raises a concern of reporting of AFP cases that may not meet the case definition. 
The NPEV isolation rate of 14.5% for the first half of 2001 suggests that the reverse cold 
chain that transports these samples to the national laboratory is adequate. In Ethiopia, 
coordinating surveillance and supplemental OPV vaccination activities with other coun 
tries of the Horn of Africa (i.e., Djibouti, Somalia, and Sudan) is important because of 


nomadic border populations. In July 2001, an internal surveillance review recommended 
targeting Nigerian states with continuing wild poliovirus transmission for conducting 


mop-up campaigns‘, conducting regular active AFP searches (especially in the riverine 
areas of the Niger-Delta area), and strengthening project management at national and 
zonal levels 
The substantial progress toward polio eradication in the four AFR priority countries 

inderscores the feasibility of interrupting poliovirus. Future priorities for the region 
include 1) improving AFP surveillance to allow for better targeting of supplemental vac 
cination and mop-up activities, 2) reaching previously unvaccinated children and gaining 
access to all children in the four priority countries, 3) assuring an adequate supply of OPV 
vaccines for routine and supplemental vaccination activities, and 4) improving basic 
infrastructure for the Expanded Program on Immunization. Meeting these priorities will 
require continued externa! support 
References 
1. CDC. Progress toward global poliomyelitis eradication 9. MMWR 2000;49:349-54 
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Intensive house-to-house vaccination with OPV in high-risk districts, conducted in two 
rounds, 4-6 weeks apart 
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Weekly Update: West Nile Virus Activity — 
United States, September 19-25, 2001 


The following report summarizes West Nile virus (WNYV) surveillance data reported to 
CDC through ArboNET and verified by states and other jurisdictions as of September 25, 
2001 

During the week of September 19-25, eight human cases of WNV encephalitis were 
reported in Maryland (five) and New York (three); no deaths were reported. During the 
same period, WNV infections were reported in 430 crows, 76 other birds, and nine horses 
A total of 57 WNV-positive mosquito pools were reported in five states (Connecticut 
Illinois, Massachusetts, New Jersey, and Pennsylvania) 

During 2001, 20 human cases of WNV encephalitis have been reported in New York 
six), Maryland (five), Florida (four), Connecticut (three), Georgia (one), and New Jersey 
yne); one death occurred in Georgia. A total of 2521 crows and 952 other birds with WNV 
nfection were reported from 23 states and the District of Columbia (Figure 1); 89 WNV 
nfections in other animals (all horses) were reported from 10 states (Alabama, Connecti 
it, Florida, Georgia, Kentucky, Louisiana, Massachusetts, New York, Pennsylvania, and 
Virginia); and 568 WNV-positive mosquito pools were reported from 12 states (Connecti 
cut, Florida, Georgia, Illinois, Maryland, Massachusetts, New Hampshire, New Jersey 
New York, Ohio, Pennsylvania, and Rhode Island) 

Additional information about WNV activity is available at <http://www.cdc.gov/ncidod 

dvbid/westnile/index.htm> and <http://cindi.usgs.gov/hazard/event/west_nile 


west nile.htmil> 


FIGURE 1. Areas reporting West Nile virus (WNV) activity — United States, 2001* 
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Notice to Readers 


Walk to School Day — October 2, 2001 


October 2 has been designated International Walk to School Day. The goal of this 
event is to increase public awareness of the importance of regular physical activity for 
children, improve pedestrian safety, and create more walkable communities. This year, 
an estimated 20 countries and 49 states will participate by encouraging children to walk 
or bike to school in a safe, supportive environment. 

CDC supports Walk to School Day and walking and biking to school year-long through 
the KidsWalk-to-School program, which is a part of CDC’s Active Community Environ 
ments (ACEs) initiative. ACEs is exploring how policies and the design of new and exist 
ing communities can promote physical activity for recreation and utilitarian purposes. 
KidsWalk-to-School is a community-based program that encourages and promotes walk 
ing and biking to school. As part of the program, communities build partnerships with 
schools, local police, public works, politicians, businesses, and civic associations to create 
an environment that supports safe and active travel to school. The program was devel- 
oped in response to low rates of walking, inadequate levels of physical activity, and a 
50% increase in the proportion of children who are overweight since the late 1970s. 

Many states are implementing walk-to-school efforts. For example, California is pilot- 
ing Safe Routes to School Legislation, which allocates a percentage of TEA-21 federal 
highway funds to improve pedestrian safety near schools. Similar legislation is pending 
in Georgia, Maryland, and Montana 


CDC’s KidsWalk-to-School information and materials are available at <http: 
www.cdc.gov/nccdphp/dnpa/kidswalk.htm>. Information on Walk to School Day is avail 
able at <http:/(www.walktoschool-usa.org> and <http://www.iwalktoschool.org> 


Notice to Readers 


Satellite Broadcast on HIV Prevention 


Update on CDC’s Revised Guidelines for H!V Counseling, Testing, and Referral,” a 
satellite broadcast, is scheduled for Thursday, November 15, 2001, from 1 p.m. to 3 p.m. 
eastern daylight time. CDC and the Public Health Training Network are co-sponsoring this 
forum, which will focus on why quality HIV counseling, testing, and referral are critical to 
prevention and care services, and on key recommendations of CDC’s Revised Guidelines 
for HIV Counseling, Testing, and Referral. Presentations and interviews will provide an 
update on implementation issues for the updated guidelines. This broadcast is designed 
for policy developers and service providers of HIV counseling, testing, and referral. 
Viewers are invited to submit questions before and during the broadcast. 

Additional information is available at <http://www.cdcnpin.org/broadcast> and through 
CDC’s fax information system, telephone (888) 232-3299 ([888] CDC-FAXX]), by entering 
document number 130040 and a return fax number. Organizations setting up viewing 
sites are encouraged to register online or by fax as early as possible so that viewers can 
access information about viewing locations when visiting the Internet site or calling the 
information line. 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending September 22, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending September 22, 2001 (38th Week)* 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending September 22, 2001, and September 23, 2000 (38th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
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weeks ending September 22, 2001, and September 23, 2000 (38th Week)* 
Shigellosis' Syphilis 

NETSS PHLIS (Primary & Secondary) 

Cum Cum Cum Cum 

Reporting Area 2001 | 2000 2001 | 


TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 











Tuberculosis 
Cum Cum Cum 
2000 2001 2000 2001 


8,476 











Cum 





4.037 





4,391 


o) 61 301 


rtifiable U: Unavailable o reported cases 
jence data for reporting year 2001 are provisiona 


imulative 
slative (year 





al and year-to-date). incidenc 
to-date 
ndividua 


ases can be reported through both the Nationa! Electronic Telec 
Health Laboratory Information System (PHLIS 


e data for reporting year 2000 are finalized and 


ommun 


ations System for Surveillance (NETSS) and the Public 





September 28, 2001 


TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending September 22, 2001, 
and September 23, 2000 (38th Week)* 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending September 22, 2001, 
and September 23, 2000 (38th Week)* 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
September 22, 2001 (38th Week) 
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